Chapter 11

Biosocial Perspective on the
Relationship of Childhood
Sexual Abuse, Suicidal
Behavior, and Borderline
Personality Disorder

Amy W. Wagner, Ph.D., and Marsha M. Linehan, Ph.D.

In this chapter we describe and amplify the biosocial etiologi-
cal theory of borderline personality disorder (BPD) (Linehan
1987, 1993a) and the potential role of childhood sexual abuse in
the development of BPD. Particular attention is given to the
relationship between sexual abuse and suicidal behavior within
this population. We conclude with an overview of dialectical
behavior therapy for BPD, which is based on the biosocial the-
ory, and we discuss the treatment of trauma symptoms specifi-
cally within this approach.

As discussed throughout this volume, a strong association has
been demonstrated between reports of childhood sexual abuse
and the diagnosis of BPD. High rates of childhood sexual abuse
are reported by inpatients with the BPD diagnosis (Bryer et al.
1987; Ogata et al. 1990; Shearer et al. 1990), BPD outpatients
(Herman et al. 1989; Zanarini et al. 1989), emergency room BPD
patients (Briere and Zaidi 1989), and adolescent BPD popula-
tions (Goldman et al. 1992; Ludolph et al. 1990; Westen et al.
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199(.])4. Furthermore, degree of “borderline pathology” has been
positively correlated with degree of reported childhood trauma
(Hermén et al. 1989) and with reports of more severe sexual
abuse in general (Landecker 1992). Direct causal connections
between sexual abuse and BPD are inaccurate, however, in that
not all people with BPD report histories of sexual abuse, and
many people who report histories of sexual abuse do not de-
velop BPD. Questions concerning the validity of reporting ob-
scure this relationship as well.

Rather than asserting that sexual abuse causes BPD, our group
has suggested that the typical experience of childhood sexual abuse
and the environment in which sexual abuse typically occurs repre-
sent the prototypic experience and environment of the individual
w}.\o develops BPD. That is, the factors that typically coexist with
childhood sexual abuse (environmental, interpersonal, and trau-
matic) are characteristic of the childhood of men and women
who also develop BPD. Through a discussion of the biosocial
theoxfy of BPD, we demonstrate how these factors, plus certain
predispositions, can account for the development of BPD. Thus
childhood sexual abuse can be viewed as a model by which to
understand the etiology of BPD, rather than as the cause per se.

BIOSOCIAL THEORY

The basic idea in the biosocial theory of BPD is that BPD arises
from a combination of biologically based difficulties in the proc-
essing of emotions (i.e,, in the perception of, reaction to, and
modulation of emotions) plus specific environmental circum-
stances, as well as their transaction over time. The biological
components are probably due to a combination of genetic,
intrauterine, and developmental factors affecting physiological
development. The environmental contributors are any circum-
stances that neglect, traumatize, or severely punish this emo-
tional vulnerability specifically, or one’s emotional self
generally—contributors termed by Linehan the invalidating envi-
ronment (see below).

The result of the combined biological vulnerability to emo-
tions and the invalidating environment is a fundamental disrup-
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tion of the emotion regulation system. According to the theory,
emotion dysregulation in individuals with BPD consists of two
factors: emotional vulnerability and deficits in the ability to
regulate emotions. The components of emotional vulnerability
are hypothesized to be high sensitivity to emotional stimuli,
emotional intensity, and slow return to emotional baseline.
High sensitivity refers to the tendency to pick up emotional
cues easily, react quickly, and have a low threshold for emo-
tional reaction. In other words, in individuals with this trait it
does not take much to provoke an emotional reaction. Emo-
tional intensity refers to extreme reactions to emotional stimuli,
which frequently disrupt both cognitive processing and the
ability to self-soothe. Slow return to baseline refers to reactions’
being long-lasting. This trait in turn leads to narrowing of the
attention toward mood-congruent aspects of the environment,
biased memory, and biased interpretations (Bower 1981; Gilli-
gan and Bower 1984), all of which contribute to maintaining the
original mood state and a heightened state of arousal. Linehan
views emotion dysregulation as the core pathology of BPD and
views all problematic behaviors of individuals with BPD as
functionally related to regulating emotions or as natural out-
comes of dysregulated emotions.

The biological and environmental components of the biosocial
theory are discussed next, with particular focus on the possible
role of childhood sexual abuse in the development of emotion
dysregulation and BPD.

Biological Factors

The biological factors influencing the development of BPD are
probably varied, including genetic influences, harmful intrauter-
ine events, and childhood environmental effects on develop-
ment of the brain and nervous system. The limbic system has
been most commonly associated with emotion regulation, and
there are some data suggesting that borderline individuals have
a low threshold for activation of limbic structures (Cowdry et al.
1985), demonstrated as high rates of complex partial seizures,
episodic dyscontrol, and attention deficit disorders in this popu-
lation. In addition, individuals with BPD have also been re-
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ported to have significantly more electroencephalographic
(EEG) dysrhythmias than do depressed control patients (Cow-
dry et al. 1985; Snyder and Pitts 1984). Other studies, however,
have not found differences between individuals with BPD and
those with other personality disorders in prevalence of dys-
rhythmias, suggesting that EEG dysrhythmias may not be spe-
cific to BPD (e.g., Cornelius et al. 1989).

Two studies investigating neuropsychological testing among
outpatients with BPD suggest that individuals with BPD may
have neurological deficits, perhaps related to the frontal lobe.
O’Leary and colleagues (1991) found that individuals with BPD
had deficits in memory for complex material and for distinguish-
ing essential from extraneous information, compared with a con-
trol group of volunteers without BPD. Similarly, Hoffman-Judd
(1993) reported that outpatients with BPD had deficits in recall of
complex information as well as in visuospatial tasks measuring
discrimination, speed, and fluency. It is important to note, how-
ever, that some research has failed to find neurological differ-
ences between individuals with BPD and other patient
populations (Cornelius et al. 1989; Ogiso 1993; Zanarini et al.
1994). More studies are clearly needed in this area.

Support for familial contributions to BPD has been suggested
by several studies. It was found that the first-degree relatives of
borderline patients had heightened rates of affective disorders,
alcoholism and drug abuse, BPD, and closely related personality
traits (see Zanarini 1993 for a review of this topic). It should be
noted, however, that these positive findings do not rule out the
possibility of environmental effects.

Possibilities for intrauterine effects on emotional develop-
ment include malnutrition, drug and alcohol abuse, and envi-
ronmental stress. The children of mothers who had these
experiences demonstrated difficulties with emotion regulation
similar to those of borderline individuals. For example, charac-
teristics of fetal alcohol syndrome (resulting from excessive alco-
hol consumption by the mother) included hyperactivity,
impulsiveness, distractibility, irritability, and sleep difficulties
(Abel 1981, 1982). One study demonstrated a relationship be-
tween such intrauterine factors and BPD (see Kimble et al.,

Chapter 9, this volume).
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Most relevant to the role of sexual abuse in a biosocial etiology
of BPD are studies examining the effects of postnatal experiences
on biological development. It has been well established that ex-
treme environmental events and conditions can modify neural
structures (Dennenberg 1981; Greenough 1977; Greenough et al.
1987). Recently, researchers have begun to examine the effects of
childhood trauma, and of sexual abuse, specifically, on neurolog-
ical development.

Hartman and Burgess (1993) proposed a thought-provoking
information-processing model of the effects of sexual abuse,
which asserted that the limbic system has a key role in the per-
ception of trauma and in the short- and long-term effects of
trauma. Briefly, these authors asserted that the limbic system is
the primary neurological system for the integration of incoming
information. When the limbic system becomes intensely acti-
vated or overwhelmed, which can be assumed to happen in
many cases of sexual abuse, numbing or dissociation occurs.
Chronically, this can lead to alterations in the limbic system that
interact with the prefrontal cortex (Levine 1986) and can produce
kindling, or sensitization to respond intensely to stimuli. In turn,
according to the model, this can produce emotion dysregulation
disrupting the development of neocortical pathways that affect
meaning systems and the integration of experiences. In other
words, sexual abuse can lead to patterns of heightened emo-
tional arousal and emotion dysregulation in response to events
or situations, which then affect subsequent perceptions, inter-
pretations, and reactions to events or situations. This model can
account for dissociative experiences, startle responses, avoid-
ance, disrupted memory, difficulties with sexual relations, and
other typical posttraumatic stress behaviors. In a sense, then,
childhood trauma, and sexual abuse specifically, may actually
create biological emotional vulnerability by permanently alter-
ing the central nervous system of abused children.

Two recent studies have provided preliminary support for
this model. Teicher et al. (1993) investigated the relationship
between childhood physical abuse and sexual abuse on limbic
system functioning in adulthood, using the Limbic System
Checklist-33 (LSC-33). This instrument is a self-report scale de-
signed to measure the somatic, sensory, behavioral, and memory
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symptoms that occur in temporal lobe epilepsy (and thus involve
the limbic system). In their sample of 253 outpatients, those who
reported a history of physical abuse had a 38% increase in
LSC-33 scores, those who reported sexual abuse had a 49% in-
crease, and those who reported both types of abuse had a
113% increase. In a separate study of 115 child and adolescent
psychiatric inpatients, Ito and colleagues (1993) found signifi-
cantly higher rates of electrophysiological abnormalities among
patients who reported abuse (psychological, physical, and sex-
ual) compared with those who did not report abuse. Taken to-
gether, these data suggest that childhood abuse may be related
to biological abnormalities, specifically within the area of the
limbic system.

This biological model is quite compatible with Linehan’s com-
ponents of emotion dysregulation described earlier (heightened
sensitivity to stimuli, intense reactions to stimuli, and slow re-
turn to baseline). Of note here is that borderline individuals
reported more severe abuse, including abuse involving violence
or threat, abuse that occurred over long periods, abuse by fathers
or stepfathers, and abuse by more than one perpetrator, com-
pared with other clinical and nonclinical populations (Ogata et
al. 1990). Multiple types of maltreatment have also been reported
at higher rates by borderline women, including physical abuse,
verbal abuse, loss, and neglect (Ogata et al. 1990; Westen et al.
1990; Zanarini et al. 1989). According to the model of Hartman
and Burgess (1993), these typical experiences of borderline indi-
viduals would increase the chances that kindling of the type
described would occur and that central nervous system changes
would result.

Invalidating Environment

Not all children who have been sexually abused or who are born
with emotional sensitivity or vulnerability develop BPD. The
biosocial theory of BPD asserts that this biological predisposition
to emotional vulnerability becomes problematic in an environ-
ment that does not take the vulnerability into account. This is the
invalidating environment. An invalidating environment, in its
most essential aspect, is one that consistently communicates to
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the individual that his or her actions and reactions, both cogni-
tive and emotional, are not appropriate or valid responses to
events (Linehan 1993a). It is one in which the child’s communica-
tion of private experiences (i.e., thoughts and feelings) are re-
sponded to with erratic, inappropriate, and extreme responses
from caregivers. The expression of private experiences, particu-
larly emotional reactions, is not validated. Instead, it is disre-
garded, trivialized, or punished.

A brief discussion of the facilitative effects of validating envi-
ronments on emotional understanding and regulation will help
highlight the harmful effects of the invalidating environment. In
optimal environments, there is public validation for private ex-
periences. This is how children learn to label, discriminate, and
control emotions (Kohlenberg and Tsai 1991). For example, a
child learns the concept of sad when the child cries and the
caregiver responds “Oh, you must be sad.” The caregiver may
then do something soothing for the child, like rubbing his or her
back. The meaning of the word sad and the child’s ability to learn
self-soothing skills both depend on the caregiver’s consistently
and accurately labeling and soothing the private bodily feeling
of sadness (Kohlenberg and Tsai 1991). In addition, the child’s
private experience may inadvertently be shaped by the care-
giver's reactions. For example, if a caregiver responds to crying
with anger, the child may begin to experience anger or shame in
response to his or her own crying. In other words, the child’s
actual experience of sadness may be partially altered, depending
on these social reactions or contingencies.

Returning to the topic of BPD and the invalidating environ-
ment, the biosocial theory asserts that the invalidating environ-
ment disrupts the normal learning of emotional meaning,
discrimination, and modulation. This environment tells the child
that he or she is wrong in both the description and the analyses
of his or her own experiences, and it attributes these experiences
to prior personality traits rather than to the events actually pre-
cipitating them. Children in these environments may be told that
they feel what they do not (e.g., “No matter what you say, you
are angry”), like or prefer something they do not, or have done
things they have not done. Expressions of negative emotions
may be attributed to negative traits in the child—such as overre-
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activity, paranoia, motivation to manipulate, or lack of disci-
pline—rather than to the event to which the child is actually
reacting. Positive emotions may be viewed as silly, indiscrimi-
nate, or due to the child’s age, rather than to the event. Simi-
larly, emotional responses can be pathologized by the
caregiver (e.g., “You're crazy for acting like that”). Emotion-
ally invalidating environments are also intolerant of negative
displays of emotion and place high value on pulling oneself
up by the bootstraps or grinning in the face of adversity. Fail-
ure to live up to these expectations is met with criticism and
disapproval.

The specific consequences of the invalidating environment,
therefore, at least as hypothesized by Linehan (1993a), are the
following: When the child’s emotional expression fails to be vali-
dated, the child does not learn how to label private experiences
and may actually come to experience emotions differently.
When emotions are not acknowledged, the environment does
not teach the child how to regulate them or to solve problems;
furthermore, extreme emotional displays become necessary in
order to evoke helpful environmental responses. When those
around the child do not tolerate negative emotions and and
when they oversimplify the ability to solve problems, the child
does not learn how to tolerate emotions or form realistic expecta-
tions. Finally, the invalidating environment does not teach the
child to trust his or her own reactions as valid, and the child,
therefore, distrusts or invalidates personal experiences and relies
on the environment to provide information on how to feel,
think, and act.

The invalidating environment can take several forms. In the
next section, we describe how childhood sexual abuse and the
environment in which sexual abuse frequently occurs represent
the prototypical, most extreme example of emotional invalida-
tion and the invalidating environment. It is important to reiter-
ate, however, that the biosocial theory does not assert that the
effects of invalidation are the sole cause of BPD; BPD arises from
a combination and interaction of biological and environmental
circumstances, and trauma is probably one of the primary influ-
ences on the biology of individuals with BPD (although not the
only possible influence).

Biosocial Perspective 211

Sexual Abuse as a Prototypical Example of Invalidation

Many theorists and researchers have written about the dynamics
and family environments that accompany childhood sexual
abuse, including Briere (1989, 1992), Curtois (1988), Finkelhor
and Browne (1986), and Sgroi et al. (1982). We have incorporated
their observations, as well as our own, into this theoretical analysis.

There are several ways in which the experience of sexual
abuse can be invalidating.

First, a severe form of invalidation occurs when a child’s body
is “invaded,” particularly when this is against the child’s will and
happens despite the child’s efforts to avoid the abuse (Finkelhor
and Browne 1986). At the level of physical sensations, it is com-
municated that the child’s pain and discomfort are irrelevant
and that the child is powerless to stop them. Not only are the
child’s pain and protests discounted, but it is also communicated
that another person’s wishes and desires are more important,
and what feels to the child like his or her body to control is in fact
not that at all. According to Briere (1992), this can lead to “dys-
functions of the self,” where the child becomes unable to define
himself or herself separately from the needs of others. From our
perspective, this self-invalidation may be one of the most harm-
ful aspects of sexual abuse, and it may be closely tied to the
development of BPD, which has been conceptualized as a disorder
of the self (e.g., Kernberg 1975; Masterson 1976; Wastell 1992).

Second, children are frequently given confusing messages
about the meaning of the abuse (Finkelhor and Browne 1986).
For example, the child may be given special attention or privi-
leges for sexual behavior while at the same time the family and
community convey that this type of behavior is wrong. Similarly,
children may be told that they feel different about the abuse
from they way they actually do. Examples are “you like this,”
when in fact it is painful or unpleasant; “you want this,” when in
fact the child does not; “this is OK,” when society says it is not.
Conversely, the sexual abuse may be experienced as pleasant or
arousing, yet society says that this is not appropriate. As noted
above, public validation of private experiences is needed for the
child to accurately label, discriminate, and modulate emotions.
Such discrepancies between private experience and public label-
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ing make it exceedingly difficult to make sense of and regulate
one’s emotional experience.

Third, the abuse is often perpetrated by a person the child is
dependent on or trusts, in an environment the child views as
safe. Even if the abuse was not perpetrated by a trusted person,
the child may feel betrayed by lack of protection from others the
child does trust (e.g., family members). The experience of harm
by a trusted or needed person thus invalidates the child’s per-
ception of the person and of the child’s own safety (Finkelhor
and Browne 1986).

Fourth, the child is usually asked or forced to keep the abuse
secret (Curtois 1988). Again, the child is not provided with exter-
nal validation to match internal, private experience, and the
ability to understand his or her own reactions and emotions is
compromised. As Curtois noted, if others do not know of the
occurrence of abuse, “the child is even less prepared and must
rely on the perpetrator for whatever meaning is to be given to
the experience” (p. 33).

Fifth, when the abuse is disclosed, it is very common for signifi-
cant others to minimize or rationalize the abuse, especially when
the abuse was perpetrated by a family member (Curtois 1988).
Furthermore, the child is frequently blamed for the occurrence of the
abuse or for not disclosing the abuse sooner (Finkethor and Browne
1986). Again, public reactions contradict private experiences.

In addition to the invalidating aspects of the sexually abusive
experiences specifically, other characteristics of families in which
sexual abuse occurs represent prototypical examples of the
invalidating environment. According to Calof (1987), sexually
abusive families demonstrate the following examples of invali-
dation: 1) lack of tolerance for differences from the family norm,
especially regarding anger and conflict, 2) strong messages
about the inappropriateness of sexual relations other than with a
spouse, 3) neglect and lack of physical attention, except for that
which occurs in the context of sexual abuse, 4) unpredictability
and intermittent reinforcement, in which the child may be cared
for one day and abused the next (similarly, these families are
frequently chaotic—members go in and out, and substance
abuse and financial problems are common), 5) violence of other
types, physical abuse, and threats of abuse.
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Furthermore, invalidating families appear to have more rigid
and conventional rules and standards than validating families.
Curtois (1988, p. 45) lists the following commonly observed
standards for social interaction held by sexually abusive families:

1. Don't feel. Keep your feelings in check. Do not show your feelings,
especially anger.

2. Be in control at all times. Do not show weakness. Do not ask for help.

3. Deny what is really happening. Disbelieve your own senses/percep-
tions. Lie to yourself and to others.

4. Don't trust yourself or anyone else. No one is trustworthy.

5. Keep the secret. If you tell, you will not be believed and you will not
get help.

6. Be ashamed of yourself. You are to blame for everything.

These standards and characteristics are not only essentially in-
validating of the child’s experiences and wishes but are also
strikingly similar to the standards reported by the BPD patients
in our clinic and treatment studies—individuals both with and
without histories of sexual abuse. To reiterate, the invalidating
environment as described by Linehan’s biosocial theory can take
many forms; that is, it is not necessary to experience sexual abuse
to develop BPD. Nonetheless, the characteristics of the invalidat-
ing environment overlap considerably with the common charac-
teristics and traits evident in the environments where sexual
abuse occurs and in the experience of sexual abuse itself.

The biosocial theory is a transactional theory. That is, the child
and the environment are hypothesized to influence each other.
We have been describing many of the ways in which the envi-
ronment may influence the child, but there are also several ways
in which the child may influence the environment. The biologi-
cal predisposition to emotional vulnerability may manifest itself
in ways that put the child at risk for abuse. Compared to other
children, the emotionally vulnerable child may initially cry
more, may have more tantrums, may seek affection more, and in
general may engage in behaviors that make him or her a more
salient and likely target for abuse. As the invalidating environ-
ment teaches the child that his or her thoughts, feelings, and
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emotions are irrelevant, the child may become less likely to com-
plain or to disclose the abuse. In turn, the child is at higher risk of
continued abuse than are other children.

Unfortunately, much of what is described here is based on
clinical observations only. Rigorous empirical validation of these
theories is clearly needed.

DEVELOPMENT AND FUNCTION OF
SUICIDAL BEHAVIOR

Suicidal behavior— including parasuicidal acts, suicide ideation,
and suicide threats—is very common in individuals diagnosed
with BPD, and it has been shown to discriminate BPD from all
other personality disorders (Gunderson 1984; Morey 1988;
Zanarini et al. 1990). Interestingly, recent studies also link suici-
dal behavior to histories of childhood sexual abuse. Among out-
patients who report histories of sexual abuse, rates of previous
parasuicide range from 33% to 55%, compared to 5%-34% for
those who do not report abuse (Bagley and Ramsay 1985; Briere
1984, 1988; Briere and Runtz 1986; Herman and Hirschman 1981;
Sedney and Brooks 1984). Indeed, Landecker (1992) suggested
that suicidal behavior in individuals with BPD may be related to
the traumatic aspects of childhood experiences and to sexual
abuse specifically. The biosocial theory predicts that this rela-
tionship would evolve in the following ways.

Suicidal Behavior as an Emotion Regulator

Suicidal behavior is perhaps one of the most effective ways in
which borderline individuals have learned to regulate painful or
overwhelming negative emotions. Many individuals have re-
ported in retrospect that the intent of the parasuicidal behavior,
including suicide attempts, was to escape or end their painful
feelings, including shame, anxiety, and anger. For example, in
response to overdosing, many individuals sleep or experience
deep physiological relaxation. This may provide temporary res-
pite from emotions, and the sleep or rest may actually reduce the
intensity of the emotions. Self-mutilation—for example, cutting
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and burning—also have powerful emotion regulation effects. It
is unclear what physiological mechanisms are affected by these
acts, but many borderline individuals report substantial relief
from intense emotions after engaging in these behaviors. Fur-
thermore, many borderline individuals report that suicidal be-
havior helps them to stop dissociating, which often occurs in
response to painful emotions.

Landecker (1992) reviewed studies showing, interestingly,
that individuals who experienced sexual abuse (and do not meet
criteria for BPD) and rape victims reported similar emotion regu-
lation effects from parasuicidal behavior. Examples of specific
reasons given for engaging in the behavior among these popula-
tions include a “means to relieve overwhelming and painful
tension,” “an attempt to end these frightening depersonalized
feelings,” and the result of an “inability to express feelings ver-
bally” (all quotations from p. 237).

Suicidal Behavior as a Means of Getting Help

Both suicide threats and parasuicidal acts are also very effective
in getting help from the environment, which can have the result
of reducing painful emotions. In the invalidating environment,
less extreme requests for help may be ineffective. To get help, the
borderline individual must act in an extreme manner, and suici-
dal behavior gets attention. As an example, one of our patients
reported that she “went crazy” (i.e., started cutting herself) in
order to go to the hospital and escape the sexual abuse from her
father. Over time, with few other skills by which to seek help,
these extreme behaviors become reinforced. Indeed, suicidal be-
havior is one of the most effective ways that nonpsychotic indi-
viduals have of being admitted to the hospital. Similarly, suicidal
behavior is reinforced by many therapists who tell their patients
to contact them only in an emergency; feeling suicidal is com-
monly viewed as a qualifying emergency.

We now provide a brief overview of Linehan’s cognitive-
behavior therapy for borderline personality disorder, dialectical
behavior therapy (DBT) (the interested reader is referred to the
treatment manual and associated updates for a fuller description
[Linehan 1993a, 1993b}). This therapy was designed to treat the



216 RoLE oF SExuaL ABUSE IN THE ETioLoGY oF BPD

problematic behaviors associated with emotion dysregulation in
borderline individuals and has been demonstrated to effectively
reduce suicidal behavior specifically in this population (Linehan
et al. 1991). Because a thorough description of DBT is not possi-
ble here, we focus on the treatment of sexual abuse (and other
past traumatic experiences) specifically within DBT.

DIALECTICAL BEHAVIOR THERAPY

As stated, DBT is, at its core, a cognitive-behavior therapy. As
with standard behavior therapies, DBT presumes that attention
to both skill acquisition and behavioral motivation is essential for
change. In developing DBT, however, standard behavior thera-
pies proved insufficient in treating borderline patients, for the
following reasons:

1) Focusing on patient change, either in motivation or by en-
hancing skills, is often experienced as invalidating by trauma-
tized individuals and precipitates withdrawal, noncompliance,
and at times, early dropout from treatment. 2) Skills training to
the extent believed necessary is extraordinarily difficult, if not
impossible, within the context of a therapy oriented to reducing
borderline behavioral patterns, including behaviors that are defi-
nite sequelae of traumatic experiences. 3) Similarly, sufficient at-
tention to motivational issues cannot be given in a treatment
with a set skill-training agenda. 4) New behavioral coping skills
are difficult to remember and apply when one is in a state of
crisis, making generalization of skills to other situations difficult.
5) Traumatized and borderline individuals often unwittingly re-
inforce therapists for iatrogenic treatment and punish them for
effective treatment strategies.

To take these factors into account, Linehan (1993a) made three
modifications to standard behavior therapy. First, a number of
treatment strategies that better reflect acceptance and validation
of the patient’s current capacities and behavioral functioning
were gathered and added to the treatment. The dialectical philo-
sophical emphasis of the treatment ensures the balance of accep-
tance and change within the treatment as a whole and within
each individual interaction. Second, treatment of the patient was
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split into three components: one that focuses primarily on skill
acquisition, one that focuses primarily on motivational issues
and skill strengthening, and one designed explicitly to foster
generalization of skills to everyday life outside the treatment
context. Third, a consultation/team meeting with specific guide-
lines for keeping the therapist within the treatment frame was
added.

In standard outpatient DBT, treatment consists of structured
psychosocial individual or group therapy (for skills training),
individual psychotherapy (addressing motivational and skills
strengthening), telephone contact with the individual therapist
(addressing generalization), and peer supervision meetings (to
treat the therapist). On a psychiatric inpatient or day treatment
unit, the coaching might be done by the milieu; in community
mental health settings, it might be done by after-hours teams or
crisis phone workers. DBT is further characterized by the bioso-
cial theoretical perspective described above, a philosophy of dia-
lectics, a clear hierarchy of treatment targets (the behaviors
identified for change), and a set of treatment strategy groups
(tactics and procedures of the therapist used to achieve change).
In contrast to many behavioral approaches, DBT also places
great emphasis on the therapeutic relationship.

As with other therapeutic orientations, Linehan divides
therapy into several discrete stages. The division, however, is
largely for heuristic purposes, because therapeutic progress
usually occurs in a recursive fashion, with constant movement
to previous stages and jumps to subsequent stages. Because
DBT requires a voluntary, collaborative therapeutic relation-
ship, the first stage of treatment is considered a pretreatment
stage; the focuses are orientation to treatment and commit-
ment to goals and to therapy. During this pretreatment phase,
the therapist assists the patient in making an informed deci-
sion about committing to therapy and also obtains sufficient
information about the patient to decide whether the therapist
can work with the patient. Generally, in DBT, the minimum
patient commitment is agreement by the patient that a goal of
treatment is to replace maladaptive coping styles—including
suicidal behaviors and impulsive dropping out of treatment—
with skillful coping behaviors. In this context, the patient and
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therapist must make a (usually renewable) time-limited commit-
ment to work together. The patient agrees to come to psycho-
therapy (or whatever primary mode of treatment is offered) and
to actively participate in learning new behavioral skills, and the
therapist agrees to offer the treatment and to be available for
coaching on a reasonable schedule.

Stage 1 of DBT has as its primary focus the attainment of basic
living capacities. During this phase, the targets of therapy are
1) reducing suicidal behaviors, 2) building a collaborative thera-
peutic relationship, 3) reducing major behavior patterns that
make it impossible to have a life of reasonable quality (e.g., seri-
ous substance abuse, homelessness, frequent psychiatric hospi-
talizations, inability to hold a job or maintain a friendship), and
4) building skills for distress tolerance, interpersonal effective-
ness, emotion regulation, self-management, and the ability to
control unwanted mental activities (mindfulness skills). In gen-
eral, these targets are approached hierarchically: behaviors early
in this list (e.g., suicidal behavior) are worked on first until they
are no longer problematic.

Stage 2, entered only after there is sufficient progress in
stage 1, involves direct focus on emotionally processing past
traumatic events. During this stage, exposure-based strategies
are used to prompt remembering, describing, analyzing, experi-
encing, and desensitizing to any previous traumatic events of
consequence. For individuals who have been sexually and physi-
cally abused or neglected during childhood, these events will
usually take up a significant portion of this phase of treatment.
However, as we noted previously, the biosocial theory of BPD
offered by Linehan does not presume that abuse per se is the
necessary condition for development of BPD. Invalidation, espe-
cially when it represents a threat to the individual’s sense of
personal integrity, is the presumed etiological condition. Thus,
during stage 2, the DBT therapist helps the patient emotionally
process previous experiences of serious or consequential invali-
dation, whether or not actual abusive behavior (in the usual
sense of that word) occurred. This processing includes validation
of the original events and their attendant affects and validation
of the sense of outrage and disappointment that these events
were initially ignored.
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Because of its emphasis on exposure and emotional process-
ing, stage 2 of DBT is similar, if not identical at times, to other
treatments, including the exposure-based treatment developed
by behavior therapists (e.g., Foa et al. 1991), the uncovering treat-
ments proposed by psychodynamic therapists (e.g., Herman
1992), and the trauma-specific treatments developed by Briere
(1989, 1992).

Emotional processing of traumatic experiences occurs in
stage 2 of DBT primarily because it is crucial that patients first
learn the skills to cope with the intense emotions evoked in the
course of this work (e.g., emotion regulation and distress toler-
ance skills). Without these skills, patients may resort to the mal-
adaptive ways they had learned to cope in the past—for
example, suicidal behavior, drugs and alcohol, and dissociation.
It is important to note, however, that histories of sexual abuse,
physical abuse, emotional abuse, neglect, and other forms of
invalidation are always assessed early in treatment. It is further
explained to patients that these experiences are important and
may be discussed later in treatment, but first the focus will be on
developing basic living capacities in order to make processing of
these experiences possible.

This is not to imply that patients’ reports of abuse or trauma
are ignored in stage 1 of DBT, because it is quite common for
patients to report memories or flashbacks during this time.
Abuse may be discussed during stage 1 to the extent that it is
relevant to the target behavior. For example, a precipitant to
suicidal behavior might be flashbacks of abuse. Therapy may
then focus on developing ways other than suicidal behavior to
cope with these flashbacks.

Overlapping with the first two stages, and forming the final
stage of therapy, is a focus on developing the ability to trust the
self; to validate one’s own opinions, emotions, and actions; and
in general to respect oneself independently of the therapist and
of other people. As discussed earlier, these issues are central for
individuals who have experienced severe invalidation, and sex-
ual abuse specifically. Stage 3, therefore, focuses on increasing
self-respect and achieving individual goals of the patient. The
goal here is to “be able to rely on oneself while remaining firmly
within reciprocal interpersonal networks” (Linehan 1993a,
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p. 173). Thus, a further goal is to strengthen the patient’s sense of
personal connection to the present—connections that either
were never formed or were severed during traumatic episodes.
Enhancing self-respect also requires the reduction of residual
self-hate and shame that often remains after desensitization to
abuse memories. Termination from intensive therapy (but not
necessarily from the therapist or from intermittent therapy ses-
sions) is also accomplished during this stage.

CONCLUSION

We have described Linehan’s biosocial theory of the etiology of
BPD, the role of sexual abuse specifically within this population,
and Linehan's cognitive-behavior treatment for BPD. The major
premises are that a necessary component in the development of
BPD is an invalidating environment and that childhood sexual
abuse represents a prototypical example of extreme invalidation.
However, sexual abuse per se may or may not be present, be-
cause invalidation can take many forms. This theory has impor-
tant implications for clinicians working with borderline patients.
It is not uncommon for professionals to question the reliability of
borderline patients’ reports of abuse. In contrast, the biosocial
theory asserts that if extreme or pervasive invalidation did occur,
the actual form the invalidation took is, in a sense, irrelevant.
The risk of disbelieving the borderline patient is that the thera-
pist may potentially re-create the invalidating environment. Fur-
thermore, as reported in many different contexts in this volume,
there is extensive research linking reports of childhood sexual
abuse and the development of BPD, and no research to date
suggests that these reports are inaccurate.
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